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2 weeks of treatment, the patient was discharged f b m  
hospital. 
A wide variety of underlying conditions appears to 
predispose to listeriosis. The incidence among patients 
with acquired immunodeficiency syndrome (AIDS) is 
65 to 145 times higher than in the general population 
[5]. Two of the above-described patients were in 
pregnancy and one was also HIV-positive. There have 
been reports of L. monocytogenes in a hegnant Haitian 
woman with HIV infection [6]. 
Listeriosis usually presents as a bacteremia or 
meningitis, and the former is more commonly found 
in those who are pregnant, as in the cases described 
here. Only the non-gravid patient had meningitis. 
Listeriosis in gravid women is not uncommon, and the 
clinical appearances range &om a mild febrile illness to 
severe illness, the latter usually in cases where the 
response to infection is deficient. The infection in 
Patient three was mild, and disappeared on delivery of 
the infected fetus and associated intrauterine contents. 
The etiological diagnosis was made f b m  these 
materials. Patient two, however, had clinical symptoms 
that were more severe (7 days of high fever, lower back 
pain and hepatomegaly) and premature delivery 
occurred 12 days after onset of the infection in spite of 
adequate treatment. The diagnosis of listeriosis was 
made from cultures of the mother’s blood prior to 
delivery. A review of the clinical data revealed a 
profound lymphopenia (13%; 286 lymphocytes/m’) 
and megakaryocFc thrombocytopenic purpura at the 
time of admission, thereby alerting us to the need for 
HIV screening. These observations suggest that a test 
for HIV should be considered when L. monocytogenes is 
isolated fbm a female patient regardless of whether or 
not she is pregnant. 
Juan C. Alados, Consuelo Miranda, Juan Fontes, 
Josi A .  Miranda and Manuel de la Rosa 
Granada, Spain 
References 
1. Jacobs JL, Murray HW. Why is Litreria monocytogenes not a 
pathogen in acquired immunodeviciency syndrome? Arch 
Intern Med 1986; 146 1299-1300. 
2. Bizet C, Mechali D, Rocourt J, Fraisse E Listeria 
monocytogenes bacteraemia in AIDS. Lancet 1989; ii: 501. 
3. Berenguer J, Solera J, Diaz MD, Moreno S ,  Lopez-Herce JA, 
Bouza E. Listeriosis in patients infected with human 
immunodeficiency virus. Rev Infect Dis 1991; 13: 115-9. 
4. Kales CP, Holman RS. Listeriosis in patients with HIV 
infection: Clinical manifestations and response to therapy. J 
Acquir Immunodef Syndr 1990; 3: 139-43. 
5. Jurado R, Farley M, Pereira E, et al. Increased risk of 
meningitis and bacteraemia due to Listeria rnonocytogenes in 
patients with human immunodeficiency virus infection. 
Clin Infect Dis 1993; 17: 224-7. 
6. We& CW, Roldan EO, Fojaco RM. Listeriosis as a cause of 
maternal death: An obstetric complication of the acquired 
immunodeficiency syndrome (AIDS). Am J Obstet Gynecol 
1983; 147: 7-9. 
Ehrlichia species as possible causative agents of 
blood culture-negative endocarditis 
To the Editors: 
Human ehrlichiosis is described as being caused by 
either Ehrlichia sennetsu in Japan [l] or by Ehrlichia 
chaffeensis in the US [2]. Recently, a third human 
pathogen has been discovered in the US which is 
genotypically similar to Ehrlichia phagocytophila [3]. 
Despite extensive serum surveys, antibodies reactive to 
Ehrlichia species at  significant titers have not been 
reported in France. However, to follow is our report on 
a patient who has blood culture-negative endocarditis 
and antibodies reactive to E.  chaffeensis and Ehrlichia 
canis. 
In 1987, a 23-year-old man from Algeria, who was 
living in the south of France, had never travelled 
elsewhere and had no history of tick bite, was adrmtted 
to hospital with fever and dyspnea. The patient had 
rheumatic aortic disease of 17 years’ standing. At the 
time of adrmssion, he presented with fever (38.5OC), an 
aortic murmur, painful hepatomegaly, dependent 
edema, digital clubbing and weight loss. Laboratory 
findings included an elevated erythrocyte sedirnen- 
tation rate (100 mm/h), anemia (hemoglobin 8.6 g/L), 
absolute lymphopenia (1.240 lymphocytes/mm3), and 
elevated serum alanine aminotransferase and lactate 
dehydrogenase. 
Ten blood cultures were performed, but none 
yielded either bacteria or fungi. An echocardiogram 
confirmed endocarditis by visualization of an aortic 
vegetation. Indirect immunofluorescence (IFA) tests 
for Aspergillus fumigatus, Cryptococcus neofrmans, E.  
sennetsu, Ehrlichia risticii, Rochalimaea henselae, 
Rochahaea quintana, Rickettsia conorii, Rickettsia typhi, 
Ajipiafelis, Coxiella burnetii phase I and 11, Legionella 
pneumophila 1 to 6, Legionella micdadei, Legionella 
bozemanii, Legionella dumofii, Legionella gormanii, 
Legionella jordanis, Legionella longbeachae 1 and 2,  
Chlamydia pneumoniae, Chlamydia psittan’ and Chlamydia 
trachomatis were negative and no antinuclear antibodies 
were found. 
The patient was treated h t h  amoxicillin- 
clavulanate at 2 g/day for 10 days before aortic valve 
replacement. Gross examination of the valve showed 
numerous vegetations and an abscess that communi- 
cated with an aneurysm. Culture of the valve yielded 
Let te rs  t o  t h e  Ed i tors  149  
no microorganisms. Unfortunately, histopathology was 
not carried out. Following surgery, the patient received 
500 mg ciprofloxacin and 1 g cefuroxime twice daily 
for 10 days. The patient recovered, and clinical and 
laboratory findings returned to normal. Five years later, 
the patient remains apparently in good health. 
Retrospectively, we tested the serum obtained 
during hospitalization, using IFA against E. chafeensis, 
E. canis (known to share antigens with E. chafeensis and 
to cause disease in dogs) and E. phagocytophila, seen in 
sheep and cows (supplied by G. Liz, University of 
Neuchatel, Switzerland). The resultant serum titers 
were 1/800, 1/1600 and 1/80, respectively. 
Serum samples obtained 1 and 5 years later still 
showed elevated levels of IgG against E. chafeensis 
(1/800 and 1/200, respectively), but no detectable 
levels of antibodies against E. canis and E. phagocytophila. 
Protein immunoblot analysis of the three samples tested 
against E. canis and E. chafeensis showed numerous 
common immunoreactive bands which were not seen 
in either control (canine immune serum for E. canis) 
or convalescent serum from a patient who had 
recovered from human ehrlichiosis (supplied by J.S. 
Dumler, University of Maryland, Baltimore, MD; 
Figure 1). 
In our laboratory, we have tested more than 1000 
human serum samples against both E. canis and E. 
chafeensis, and only a dozen were found to be positive, 
with titers never exceeding 1/100. The former species 
is not a human pathogen 141 and the fact that the latter 
is yet to be diagnosed in France may be due to the 
absence of its vector Amblyomma americanum [ 5 ] .  The 
absolute lymphopenia seen in our patient is a significant 
characteristic of ehrlichiosis and is probably related to 
the intraleukocytic localization of most Ehrlichia species. 
Intracellular microorganisms such as C. burnetii and 
Chlamydia or Legionella species have been reported to 
cause culture-negative endocarditis [6]. Such etiologies 
were eliminated by negative serology in our patient, but 
the high level of serum antibodies against E. chafeensis 
suggests that an Erhlichiu species was the causative agent 
of the endocarditis. Although human infection with an 
Ehrlichia species closely related to E. phagocytophila has 
recently been reported, the low antibody titers to that 
microorganism in our patient do not support such an 
etiology. 
Recently, we compared the Western immunoblot 
profile of serum from a case of human ehrlichiosis (E. 
chafeensis) with that of E. canis and demonstrated that 
the antibodies to the low molecular mass proteins (27 
and 29 kDa) present on the antigen were specific for 
human infection by this species 171. The profile results 
strongly suggest that the pathogenic organism in our 
patient was closely related to both of these species and 
may represent a new Ehrlichia species. 
Our patient might have been cured by the 
quinolone antibiotic agent given before valve replace- 
ment. However, Ehrlichia species are not always suscep- 
tible in vitro to quinolones which, thus, are not 
recommended in the therapy of human ehrlichiosis. 
This infection is apparently best treated with doxy- 
cycline at 200 mg/day [8]. In conclusion, that this 
possibly new Ehrlichia species can be detected by IFA 
with E. chafeensis antigen suggests that, in hture, E. 
chafeensis serology should be performed in all cases of 
blood culture-negative endocardhs. 
Philippe Brouqui, Didier Raoult 
and Jean Marc Durand 
Marseille, France Figure 1 Protein immunoblot analysis of our patient’s 
serum collected in 1987. Line 1: E. chaffeensis antigen; line 
2: E. canis antigen; A: serum from E. chafleensis-infected 
mice; B: serum from E. chaffeensis-infected patient; 
C: normal human serum; D: patient’s serum; Mw: 
approximate molecular weight W a ) .  Note the presence of 
the low molecular mass proteins labelled by our patient’s 
serum on the E. chaffeensis antigen. 
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Penicillin resistance in Streptococcus pneumoniae 
in Istanbul, Turkey 
To the Editors: 
Resistance to penicillin and other clinically effective 
antibiotics in isolates of Streptococcus pneumoniae is 
increasing throughout the world. Recently, penicillin 
resistance was reported in 47% of pneumococci isolated 
in Ankara [l]. However, the prevalence of resistance 
may vary among different geographical locations, 
different populations (hospital and community) and 
different age groups [2] .  
We have determined the penicillin resistance 
among pneumococci recovered fiom children in 
Istanbul. In total, 41 consecutive isolates f h m  children 
with lower respiratory tract infection, meningitis, 
conjunctivitis and otitis media were studied. The 
isolates were obtained from sputum (n = 27), cerebro- 
spinal fluid (n = 6), eye secretions (n = 4), blood (n = 
2), pleural fluid (n = 1) and ear discharge (n = 1). 
Penicillin resistance was detected by the 1-pg oxacillin- 
disk screening test and penicillin minimum inhibitory 
concentrations (MICs) of the oxacillin-resistant strains 
were determined by the agar dilution method follow- 
ing NCCLS guidelines [3]. Of 18 oxacillin-resistant 
strains, 4 were found to be susceptible (MICs I 0.06 
mg/L) and 14 (34% of the total number of isolates) had 
low-level resistance (MICs 0.12 to 1 .O mg/L) to benzyl- 
penicillin. AU 41 isolates were susceptible to erythro- 
mycin, chloramphenicol and vancomycin. Resistance 
rates to co-trimoxazole were sirmlar in benzylpenicillin- 
susceptible (63%) and low-level resistant (64%) strains. 
Tetracycline resistance was not determined as the drug 
is not used in children. 
Of the 14 low-level resistant strains, 11 were ffom 
sputum and 1 each were fiom the ear, eye and cerebro- 
spinal fluid, respectively. Despite the high percentage 
(34%) of low-level resistance, no high-level resistance 
(MICs 1 2 . 0  mg/L) was encountered in any isolate. 
This was in contrast to the recent experience in Ankara 
[l] where 12 of 70 strains (17%) were fully resistant to 
benzylpenicillin; in addition, all but one strain were 
multiresistant and five were resistant to cefotaxime. Ten 
of the isolates were fiom children, k n y  of whom had 
underlying diseases so as to predispose to colonization 
with resistant pneumococci [2].  Our patients had no 
such underlying diseases as cystic fibrosis, malignancy 
or immunological deficiency, although two patients 
from whom low-level benzylpenicdin-resistant pneu- 
mococci were isolated had recurrent lower respiratory 
tract infections due to bronchiectasis. 
In conclusion, further prevalence studies are 
needed, including surveys of other patient groups, to 
provide a more comprehensive picture of penicillin 
resistance in pneumococci in Turkey. 
Betigiil Ongen, ArijKaygtrsuz, Muge Ozaip, Nezahat 
Giirler and Kurtuluj Toreci 
Istanbul, Turkey 
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